THE wtiology of the rather uncommon condition of unilateral hyperplasia of the mandibular condyle is unknown, and various theories have been put forward to explain the excessive growth of the condyloid process. The disorder is in its usual form self-limiting, and varies in duration: there is general agreement that the bone of the excised condyles is of normal histological character, it may show evidence of growth, which in the adult is itself evidence of abnormality; or, if the condition is no longer progressive, there may be no histological abnormality at all. Professor Rushton has reviewed the literature and has found 'that some of the many retiological factors put forward in the past can now be discounted, and that the only factors which can still be considered as likely are genetic and traumatic, the latter being difficult to assess since injuries to the jaws are so commonplace, especially in the young. However, if trauma were a factor, there must be a predisposition to condylar hyperplasia, otherwise the condition would be very much more common. Thus, a genetic cause would seem to be the most likely.
Professor Rushton has shown that whilst the common age for diagnosis of the condition extends from 10 to 24 years, by far the commonest age group is from 15 to 19 years; and that it is probable that the abnormal process started a year or two before the patient or parent sought advice.
The two cases here reported, were referred to the Eastman Dental Hospital for orthodontic opinions, and in both cases facial asymmetry was noted, but was considered to be within the limits of variation from the normal. Careful clinical and X-ray examination over the next few years showed that the asymmetry was increasing and that operative intervention was indicated. SEPTEMBER Case I.-P. B. This patient was first seen in the Orthodontic Department in 1951, when she was 11 years of age. At that time the following orthodontic diagnosis was made: "Normal skeletal pattern, Angle's Class I malocclusion, with forward shift of all four buccal segments. A mandibular asymmetry was noted, the lower centre being over to the left. The left upper canine was palatally placed." The patient was again referred by her practitioner in December 1955, because he had noted that the asymmetry was more marked. Comparing models taken by the practitioner in March 1955 with those taken in December 1955 it was seen that the lower centre had moved considerably to the left. Further models taken in April 1956, showed that the condition was progressive. Case II.-P. J. This patient was first seen in the Orthodontic Department in 1950, when she was 10 years of age. Her orthodontic diagnosis was: "Skeletal Class II, Angle Class II, Division 1 malocclusion, with a very marked overjet. An enlargement of the right side of the mandible was first noted in 1952, and this was kept under observation. Cephalometric lateral skull radiographs were taken to assess the progress of the condition. A comparison of the tracings of the lateral skull X-rays taken in July 1952 with that taken in May 1954 (Fig. 3A) shows that some general growth of the mandible has taken place, mainly in a downward direction; but that the difference between the right and left lower borders of the mandible has increased considerably. Ifwe now compare the tracings of lateral skulls taken in May 1954 with that taken in August 1955, we see that there has been a further increase in the growth of the right side of the mandible (Fig. 3B ). Orthodontic treatment was being undertaken during this time. Examination of the models taken during this treatment showed that there was little or no change in the centre lines even though there had been considerable growth of the right condyle. There was, however, an opening of the bite in the right premolar region, which may have been due to the increased growth on this side."
The patient was most concerned at the progressive nature of the condition and was referred to
Mr. Hovell at St. Thomas's Hospital who, after a period of observation, advised her to have the right condyle removed. This was performed on April 17, 1956, the patient making an uneventful recovery. Pre-and post-operative photographs (Fig. 4A, B) show the improvement in the asymmetry. The pathologist's report on the excised condyle showed, "Actively growing condylar cartilage, endochondral bone-formation is progressing normally. No other histological abnormality noted". Models taken eighteen months post-operatively showed no change in the occlusion. These two cases differ a good deal, the first showing considerable changes in the occlusion, the centre line swinging markedly towards the unaffected side; the second shows. no swing of the centre line, but at one stage developed an open bite in the premolar region of the affected side. It may be that in this case the soft tissue activity of the tongue, lips andcheeks, together with the fact that she was having orthodontic treatment at the time, has, compensated for any centre line shift.
Neither patient has suffered any post-operative discomfort, and both have a full range of' mandibular movements, with only a slight swing to the operated side on opening. Mr. Hovell informs me that he has now excised a number of condyles for this condition and that in noy instance has there been any post-operative discomfort in either the operated or unoperated joint. This is in contrast to those cases in which condyles are excised for pain due to a derangement of the temporomandibular joints; in which case it is not uncommon to havet he patient return complaining of pain in the previously unaffected joint. These two cases were diagnosed at an earlier age than the average found by Professor Rushton and it is interesting to note that, although the mandibular asymmetry was observed when the patients were first seen, it was considered to be within the outer lim'its of normality..
There has been some discussion as to the best age to operate on this type of case. Gruca and Meisels say, "The earliest resection is not only advisable but absolutely indicated". Rushton gives a warning against too early operative procedures, in that too early an operation may make that side of the jaw too short, and secondly, it is essential to make sure that the condition is progressive: he feels that the right course is to wait until a point has been reachedwhen condylectomy will leave both sides approximately equal. This latter is undoubtedly the right course to take My thanks are due to Professor C. F. Ballard and Mr. J. H. Hovell for permission to present these two cases which differ so widely in their clinical manifestations; and to. Mr. E. Morgan and his staff in the Photographic Department, Eastman Dental Hospital.
